fixation hysteropexy is an effective procedure, long-term data for advanced prolapse are scant in the literature. The aim of this report is to present a retrospective, long term two-center study, using sacrospinous fixation sling hysteropexy (SSFSH) for the treatment of POP stage III, C+5 and higher. MATERIALS AND METHODS: The present study includes 74 women with Stage IIIC+5 and higher POP desiring uterine preservation, treated during a 18 month period at two urogynecology units in Argentina, who received SSFSH along with classic native tissue repairs. Patients with SUI were treated with a transobturator (TOT) sling. Primary outcome was anatomic cure rate. Secondary outcomes included length of hospitalization, complications and quality of life measures using PFDI 20 and PFIQ questionnaires. RESULTS: With a mean follow up of 54 months (range 45-63), patients with Stage III did significantly better than Stage IV patients.
OBJECTIVES: ACOG recommends vaginal hysterectomy as the approach of choice for hysterectomy when feasible. Due to declining procedural volume, educational simulation programs are necessary to improve resident knowledge and skill and to facilitate competence with vaginal hysterectomy. The SimVaHT vaginal hysterectomy trainer is a representative and inexpensive simulation model that can be used for ongoing training prior to their first case performance in the operating room (Figure) . However, the model has not been validated. Therefore, the objective of this study is to establish construct validity of the simulated vaginal hysterectomy trainer (SimVaHT).
MATERIALS AND METHODS:
An IRB-approved validation study was conducted at a single academic center. Our aim was to evaluate the SimVaHT model for construct validity, or the ability for the model to simulate critical steps of a vaginal hysterectomy. All obstetrics and gynecology residents were included in the study. Participants were first shown an instructional video on proper use of the simulator. Each participant was then recorded performing a vaginal hysterectomy on the SimVaHT. Two blinded urogynecology experts assessed the surgical skills of each resident using the OSATS Global Rating Scale (GRS), a validated tool for the assessing surgical skills. The GRS assesses multiple surgical parameters including efficiency of motion, respect for tissue, and comfort with steps of the procedure. GRS scores were compared between senior (PGY 3-4) and juniorlevel (PGY 1-2) residents using the Mann Whitney U test. At the conclusion of the study, participants completed a survey to assess satisfaction with the training model. RESULTS: Fourteen OB/GYN residents completed the study. Out of a maximum score of 30 points, the mean overall GRS score for senior level residents (PGY 3-4) was 22, while the mean overall GRS score for junior level residents (PGY 1-2) was 15. Senior level residents scored significantly higher on the GRS overall compared to junior level residents (p ¼ 0.01). Additionally, senior level residents scored significantly higher compared to junior residents on each category within the GRS, including respect for tissue (p ¼ 0.02), time and motion (p ¼ 0.01), knowledge and handling of instruments (p < 0.01), flow of operation (p ¼ 0.01), use of assistants (p ¼ 0.01) and knowledge of specific procedure (p ¼ 0.03). All residents were "satisfied" or "very satisfied" with SimVaHT as a tool for teaching vaginal hysterectomy (43% satisfied, 57% very satisfied), while 93% agreed that the model improved their confidence with performing vaginal hysterectomy. CONCLUSION: Construct validity was demonstrated for the simulated vaginal hysterectomy trainer (SimVaHT). SimVaHT may be a useful addition to simulation training prior to live surgeries. Our data demonstrate that the model allows for discrimination of skill level, with senior residents scoring significantly higher than junior level residents when evaluated with an objective, validated assessment tool. All residents were satisfied with SimVaHT as a teaching model. Further studies to evaluate content and predictive validity would be useful. OBJECTIVES: Stress urinary incontinence (SUI) and pelvic organ prolapse (POP) affect millions of women worldwide leading to poor quality of life, increased healthcare costs and caregiver burden. The most common risk factors for both disorders include spontaneous or operative vaginal delivery, advancing age and obesity, resulting in injury and degradation of the musculoskeletal and neurovascular structures of the pelvic floor with subsequent weakening and development of clinical symptoms. Numerous studies have been published regarding the risk factors and possible pathophysiology of SUI and POP, however, the exact etiology has not yet been elucidated. One of the most likely explanations for the development of PFD is that there is a change or increased degradation of connective tissue components such as collagen and elastin, and women with a history of connective tissue disorders such as Ehlers-Danlos and Marfan syndrome are predisposed to developing PFD. Previous histologic studies have shown an increase in matrix metalloproteinase, which increases collagen degradation, in women with an increased risk of SUI and POP. Similarly, women with POP and SUI have been shown to have decreased levels of elastin compared to age matched controls. Cervical insufficiency is defined as painless cervical dilation leading to preterm delivery. This is thought to, at least in part, arise secondary to loss of structural integrity of the cervix. Prior studies have found similar increases in collagen and elastin degradation, as has been described in PFDs. However, cervical insufficiency has not previously been evaluated as a risk factor for subsequent development of SUI or POP. The aim of this study is to determine whether there is an association between cervical insufficiency and SUI or POP. MATERIALS AND METHODS: Using de-identified clinical data from a large multi-institution electronic health records HIPAAcompliant data web application Explorys Inc., (Cleveland, Ohio, USA). Women with a history of at least one prior delivery after 20 weeks gestation were identified between 1999 and 2016. The primary outcome was subsequent development of either SUI or POP during the study period. Women were stratified into those with a history of cervical insufficiency or cerclage and those without a history of any term delivery. The potential association between the outcome and history of cervical insufficiency was evaluated via multivariable logistic regression analysis with adjustment for the following clinical variables: BMI >30, race, menopausal status, age >40, and history of congenital connective tissue disorders. RESULTS: A total of 749,550 women met the inclusion criteria, of these, 23,730 (3.1%) had a history of cervical cerclage or cervical insufficiency, 435 women (0.051%) developed POP after cerclage, and 360 women (0.048%) developed SUI. A history of cerclage or cervical insufficiency was associated with an increased risk for POP (aOR ¼ 1.59, p < 0.001) and SUI (aOR ¼ 1.21, p < 0.001). Table 1 demonstrated the odds ratios of other risk factors for POP and SUI, respectively.
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CONCLUSION:
Our findings suggest that a history of cervical insufficiency or cervical cerclage is independently associated with an increased risk of both SUI and POP.
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Kateena Addae-Konaedu: Nothing to disclose; David Sheyn: Nothing to disclose; Alison Bauer: Nothing to disclose; Konyinsola Dawodu: Nothing to disclose; David Hackney: Nothing to disclose; Sherif A. El-Nashar: Nothing to disclose. OBJECTIVES: To report a case series of patients who successfully underwent robotic-assisted transabdominal cerclage placement during pregnancy. MATERIALS AND METHODS: A retrospective review of patients who had a robotic-assisted transabdominal cerclage placed during pregnancy at one institution. Surgical data and complications, as well as pregnancy outcome were reviewed. RESULTS: Seven pregnant patients underwent a robotic-assisted transabdominal cerclage procedure. The primary indications for transabdominal cerclage were previous failed transvaginal cerclage (57%) and cervical anatomic issues preventing transvaginal cerclage (43%). No complications were reported at the time of placement of the cerclage. Cerclage placement was done between 9 and 14 weeks of gestation. Average reported estimated blood loss was 53 cc. Most patients were discharged the day of surgery (57%), and all patients were discharged by postoperative day 2. The majority (71%) of patients delivered a viable neonate. Delivery route was by cesarean section and the cerclages were left in place. Of these, 4 neonates were born term and 1 was born preterm (32 weeks and 3 days). The indication for the preterm delivery was premature rupture of membranes and abdominal pain. At the time of cesarean section, the cerclage stitch was found to have torn through a portion of the posterior lower uterine segment. The uterus was repaired and the cerclage was left in place with plans for removal and replacement later in her postpartum course. Of the two pregnancies that did not result in a viable neonate, one was complicated by pre-viable premature rupture of membranes and intrauterine fetal demise, as well as chorioamnionitis. The cerclage was removed via laparotomy to allow for the delivery of the pregnancy vaginally. The second was complicated by bleeding due to suspected subchorionic hemorrhage with subsequent vaginal delivery of a pre-viable neonate after laparoscopic removal of the cerclage. During the laparoscopy, the cerclage was found to be intact and correctly positioned. This neonate was also known to have brain abnormalities. CONCLUSION: Transabdominal cerclage remains an important option for women with cervical insufficiency who are not candidates for transvaginal cerclage. With advances in minimally invasive surgery, including enhanced instrument articulation with robotic surgery, robotic-assisted placement of transabdominal cerclage
